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section at the gestational age of 40 weeks due to reduced
fetal motion. The 1- and 5-minute Apgar score increased
from 7 to 9, respectively. Physical examination after birth
revealed a systolic murmur over the left lower sternal
border. Chest roentgenography showed cardiomegaly.
A huge hyperechoic mass was delineated in the left ventricle
using echocardiography. Low cardiac output was noted with
prominent dynamic narrowing of the outflow tracts of both
ventricles. Contrast-enhanced electrocardiogram-gated
cardiac computed tomography was performed,1 with good
delineation of this large space occupied lesion by a solid
tumor pushing both ventricular cavities laterally
and severely compressing the outflow tracts of both
ventricles (Figure 1 and Supplemental Videos). Emergency
surgical intervention to restore patency of the obstructed
outflow tracts of both ventricles via partial excision of the
tumor through aortotomy and right atriotomy was con-
ducted on the 5th day of life. Systemic hypotension
occurred 1 day after the operation. The chest was reop-
ened for direct cardiac massage and direct current shock
for ventricular tachycardia on the same day, however, the
patient expired. Histopathology revealed rhabdomyoma
arising from the interventricular septum. Rhabdomyoma iscontrast-pooled cardiovascular structure in the left anterior obli-
que view demonstrated the compressed outflow tracts of the left
ventricle (LV) and right ventricle (RV). Corner insets (clockwise
from left upper): The red color-encoded cardiac tumor; corre-
sponding plain chest roentgenogram with prominent left upper
cardiacborder; and, this compact lowdensity tumor in a computed
tomography transverse sectional image. AZanterior; IZ inferior;
PZ posterior; PTZ pulmonary trunk; SZ superior; TZ tumor.
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Congenital cardiac rhabdomyoma 679the most common primary cardiac tumor in neonates. Re-
ported incidences vary from 0.02% to 0.08% in live-born
infants. Cardiac rhabdomyoma may be associated with
genetic disorders, particularly tuberous sclerosis. Surgical
intervention is recommended for those patients with severe
hemodynamic compromise.2
Supplementary data related to this article can be found
online at http://dx.doi.org/10.1016/j.jfma.2015.12.005.References
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